Under the microscope (see Plate IV, figs. 9 and 10) the percentage of eosinophils is seen to be locally increased in the granuloma; in a white blood cell count from the blood, however, the percentage is normal.
Treatment.-The condition of the mandible was greatly improved by the application of radium within the mouth in a screened dental appliance, followed by a plaque externally. The polyuria was controlled to an average excretion of 50 oz. per diem, w-ith injections of pituitrin 1 c.c. twice daily. The diet was kept low in fats, but rich in vitamins.
These three cases show the importance of biopsy in cystic conditions of the jaws before proceeding with surgery.
[I have to thank Dr. W. W. Woods for the help of his expert opinions with regard to the pathology of the cases, Mr. E. C. Sprawson for his general advice and assistance, Mr. R. S. Vine-one of my dressers at the London Hospital-for excellent photomicrographs, and Mr. Ailne for permission to report the third case.] [April 25, 1938] Focal Osteitis Fibrosa of the Mandible, simulating Osteogenic Sarcoma.-G. T. HANKEY, M.R.C.S., L.R.C.P., L.D.S. This case shows the importance of providing the pathologist with a complete cross-section of the material for biopsy, since a small portion, as in this case, may appear under the microscope to be one condition, and only when it is seen in a complete cross-section is its true nature recognized.
The patient was an otherwise healthy boy (J. F., aged 9 years), who was admitted to St. Bartholomew's Hospital on 17.2.38, on account of a painless swelling of the left side of the mandible. His only illnesses previous to the present disease were measles and whooping-cough. His family history was irrevelant, and as far as could be ascertained no other member had suffered from the same complaint.
History.-Three years ago first noticed a fusiform swelling of the left body of the inandible in the ICDE region. There was no pain or inflammation, and there was no history of injury. The swelling gradually increased in size.
Two years and a half ago an intra-oral operation was performed at the patient's local hospital; what was supposed to be a cyst was incised. The swelling continued to enlarge.
Two years ago a second intra-oral operation was performed. The outer wall of the swelling was excised, and granulomatous material was removed from within. In spite of this operation the swelling slowly increased, though it was still painless.
One year ago the patient was readmitted to his local hospital and a further operation was performed. This time the method of approach was by means of an external incision parallel to and just beneath the lower border of the mandible immediately beneath the swelling. The outer bony wall was removed; the interior was not cystic, but was full of an abnormal growth. This was cleaned out as far as possible and the cavity was treated with pure carbolic. The growth was within the walls of the mandible and at the time was thought to be a myeloma. A portion from inside was sent for histological examination.
Pathological report (16.2.37): " A dense fibrous epulis; in some areas giant cells are numerous. Clinically this is more than an epulis, as it is invading the mandible in all directions." Another year passed by, during which the swelling slightly increased and became tender on mastication although otherwise painless. The microscopical section reported on above was sent to the pathologist at St. Bartholomew's Hospital, and the report was as follows: " A poorly differentiated osteogenic sarcoma. It is producing primitive bone and is very cellular. It contains osteoclastic giant-cells in relatively small numbers; these are clearly related to small scattered foci of osteolysis. The tumour is probably radio-resistant." 17.2.38: The patient was therefore admitted to St. Bartholomew's under Mr. J. P. Hosford, for investigation and treatment.
On examination.-All systems were examined and nothing abnormal w-as found.
except a fusiform hard swelling of the mandible in the left canine and premolar region. The gum and mucous membrane were of normal colour; there were no edges; the inner plate w-as expanded equally with the outer; there was no tenderness, inflammation, or discharge, and there were no enlarged glands. Of the dentition the permanent incisors and first molars were erupted; the lower left deciduous canine and first molar were in situ, but the second deciduous molar wNas missing. Radiographs w-ere taken of the jawr (see Plate V, fig. 11 ) and of various parts of the skeleton. These latter w-ere normal; a blood examination was normal.
A consultation of the surgical staff was held in order to decide on the diagnosis and treatment. This varied between (a) a myeloid sarcoma of low-grade malignancy wshich could be treated by local excision, cautery, and insertion of a large amount of radium in the cavity for a short time, to (b) a low-grade osteogenic sarcoma, calling for immediate radical excision (complete with periosteum) of the left body and half the ascending ramus of the mandible-a bone graft to be inserted some months later.
In the opinion of the X-ray therapy department some myelomata respond well to deep X-rays ; the growth calcifies and becomes inactive although its size may not alter; but it was not possible to forecast the radio-sensitivity in any given case.
It was decided to excise the left half of the mandible. I w-as asked to construct in appliance which would control the right half after excision of the left. This I did by means of separate upper and lower metal cap splints cemented to the teeth the splints could be locked together and the jaw immobilized by one simple moverment carried out by the patient-that of slipping a bolt through a hinge, two tubes of which are incorporated in the lower and two in the upper, the tubes interlocking in line when the teeth are occluded. The advantage of this device is that the patient himself removes the bolt and uses the functional part of his jaw for mastication; the splints are kept locked between meals and at night, their purpose being to retain the remaining portion of the jaw in correct position until the site of excision is ready for a bone graft. 7.3.38: Mr. J. P. Hosford excised the left half of the mandible from the mid-line to the base of the coronoid process and condyle. This operation is difficult and needs both care and skill. It was followed by severe shock, necessitating a blood transfusion. The part of the mandible excised was vertically bisected, one half being used for histological examination and the other (Plate V, fig. 12 ) being retained for the museum. bone is irregularly sclerosed and shows a few small gelatinous areas. These are areas of myxomatous degeneration?and if seen alone may resemble fibro-myxo-sarcoma.
"Microscopical: Decalcified sections show extensive lacunar resorption of bone which is being replaced by fibrous granulation tissue, rich in osteoclasts (Plate VI, fig. 13 ). In many areas new reticular bone is being laid down by metaplasia. These appearances are those of osteitis fibrosa and may be the result either of the localized or of the generalized type of the disease. The biopsy previously examined was obviously a mass of cellular bone-producing granulation tissue which, unaccompanied by the changes described above, bear' some resemblance to an osteogenic sarcoma" (Plate VI, fig. 14) .
An intervening stage, after the absorption of the original bone, rich in osteoclasts, giant-cells and fibrous tissue and before the formation of the new osteoid tissue, is shown in fig. 15 , Plate VI. This, if seen alone, could be mistaken for a myeloma.
Pathology and Treatment I will briefly remind you of the pathology of osteitis fibrosa. It can be divided into two types : (1) Osteitis fibrosa cystica (fibro-cystic disease) a primary affection.
(2) Osteitis fibrosa, the result of septic irritation.
Osteitis fibrosa cystica.-In the past this disease was confused with osteomalacia and osteitis deformans, and may still be confused with central bone tumours. It was first described by Von Recklinghausen, and is sometimes called by his name. It may be (a) local, focal or circumscripta, affecting only one bone, and probably caused by a toxin of as yet unknown origin. In the local form, areas of cystic or myxomatous degeneration are not very common. (b) Generalized, affecting several bones at the same time, often only discovered following a spontaneous fracture and always associated with hyperparathyroidism. The hyperparathyroidism is the result of a small adenoma of the parathyroid or of a hyperplastic condition of one or more lobes.
The main and characteristic histological features of the disease, either local or generalized are: (1) Osteoclastic resorption of bone; (2) replacement of bone by granulation tissue; (3) organization of the granulation into fibrous tissue; (4) new bone formation in the fibrous tissue by metaplasia, or (5) cystic and myxomatous degeneration of the fibrous tissue.
The new bone formation is nature's attempt to cure, but the disease is usually progressing or degenerating elsewhere. It may ultimately be complicated by tumour formation, the most likely being a myeloma, rarely a malignant sarcoma.
Treatment: Any source of sepsis should be removed. The diet needs particular care and should be rich in bone-forming vitamins. Any measure which will increase the patient's resistance is indicated. In the local type, without areas of degeneration, surgery is not always necessary. At the most, trimming and reduction of the deformity is all that is required. When the disease is cystic and progressive, excision may be necessary as in this case. X-ray application may assist by stimulating calcification.
In the general type of the disease, excision of the adenoma or of the hyperplastic portion of the parathyroid will effect a cure, the weakened bones being controlled during recalcification with the aid of splints, &c.
Osteitis fibrosa, the result of septic irritation.-There seems to be a definite variety of the disease which occurs locally, following chronic infection. It is common in the maxillae owing to the frequency of dental infection extending to the bone. The bones hypertrophy as the result of decalcification and fibrosis, but without cystic degeneration. I reported a typical case [1] involving the superior maxilla and cranium.
